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I. SUMMARY OF FACTS

On August 26, 2001, Theresa Wilkerson ("Ms. Wilkerson"), a resident in an

apartment operated by the Central Virginia Community Services Board ("CVCSB") as a

community placement, jumped to her death from the Rivermont Street Bridge in

Lynchburg, Virginia. Ms. Wilkerson had lived in the apartment, as a participant in

CVCSB's Census Reduction Program, since April of 2000, In her sixteen months as a

program participant, Ms. Wilkerson expressed suicidal ideations on a number of

occasions (including stating ideations involving jumping off of the Rivermont Street

Bridge) and often displayed symptoms of her mental illness, Schizoaffective Disorder, all

of which were either not recognized as symptoms of her mental illness or considered by

CVCSB to be false and manipulative behaviors.

II. SUMMARY OF FINDINGS

Ms. Wilkerson died a preventable death. Her suicide at the age of 48 was the

result of a failure, by her health care and community service providers, to recognize the

symptomology and extent of her mental illness, The record of this case presents sad

proof that Ms. Wilkerson's community placement, no matter how well-intentioned, was

doomed to fail because the supports and services provided to her were inadequate and

In particular, the failure of Ms.met the legal definition of neglect. Wilkerson's

community service and health care workers to recognize and treat her .Schizoaffective

Disorder and CVCSB's determination that Ms. Wilkerson's behaviors were false and

1 DRVD uses Ms. Wilkerson's name with the express pennission ofher parents.
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manipulative~ rather than symptoms of her Schizoaffective Disorder~ resulted in a failure

to create and/or implement an appropriate treatment plan.

III. METHODOLOGY OF INVESTIGATION

In the course of this investigation, DRVD reviewed Ms. Wilkerson's medical and

community placement records including:

. Case notes, treatment plans, medical, and financial records maintained by
CVCSB dating from April 2000 to August 2001;

. Medical and mental health records dating from 1987 until 2000 maintained
by CVCSB; and

. Admission, medical, and discharge records from Lynchburg General
Hospital, Catawba Hospital, and other facilities.

DRVD also conducted interviews with Ms. Wilkerson's family and the managerial

and staff employees of CVCSB who provided community care and services to Ms.

Wilkerson.

Finally, DRVD retained an expert, Dr. Ronald J. Koshes, to review the records,

interview witnesses, and report his findings regarding the care and treatment received by

Ms. Wilkerson. Dr. Koshes' findings are attached as Exhibit A to this Report.

On April 11, 2002, draft copies of this Report were sent to CVCSB and Ms.

Wilkerson ' s parents. Each party was given the opportunity to submit a response and told

that its response would be published with this Report if it was received by 1 May, 2002.

On April 24,2002, DRVD received a response from Ms. Wilkerson's parents and

their permission to publish same. Their response is attached as Exhibit B to this Report.
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On April 30, 2002, DRVD received a response from CVCSB and its permission to

publish same. CVCSB 's response is attached as Exhibit C to this Report.

IV. FACTS

A. Prior to April, 2000

The recordsMs. Wilkerson had a long history of psychiatric- care and treatment.

reviewed by DRVD indicate that, in the period from 1987-2000, she received several

different, and sometimes inconsistent, diagnoses, including: Depression, Schizoaffective

Disorder, Mixed Personality Disorder, Borderline Personality Disorder, Schizophrenia,

Mild Mental Retardation, Mental Retardation, Major Depressive Episode, Psychosis Not

Otherwise Specified, and Obsessive Compulsive Disorder . During these years, Ms.

As a result, theWilkerson resided in several unsuccessful community placements.

majority of her time was either spent in mental health facilities (including Central State

Hospital, Southern Virginia Mental Health Institute, Western State Hospital, and

During this time, she was treated withCatawba Hospital) or living with her parents,

medications including: Prozac, Clozaril, Paxil, Haldol, Clonazepam, Ativan, and

Cogentin.

Also, during this period, Ms. Wilkerson received inconsistent diagnoses of a

For example, in June of 1990, after a hospitalization, Ms.cognitive impairment.

Wilkerson was identified as a person with Mental Retardation. However, in July of 1991,

she was diagnosed with Schizophrenia and no Mental Retardation or other cognitive

impairment was identified. However, in August of 1991, a social worker made note of

Ms. Wilkerson having Mental Retardation. Diagnoses in the subsequent years varied,

Page 3



describing her as a person with Mental Retardation, a person with "less than average

intelligence,
" or "borderline intellectual functioning" and, in 1995, definitively stating

that she did not have Mental Retardation, a finding contested by her parents

B. April, 2000 -August, 2001

I. CVCSB's Census Reduction Program

In April 2000, Ms, Wilkerson was discharged from Southern Virginia Mental

Health Institution and became a participant in CVCSB's Census Reduction Program

("CRP").

The CRP is a joint effort between CVCSB and the Virginia Department of Mental

Health, Mental Retardation and Substance Abuse Services ("DMHMRSAS") designed to

find and fund community-based residency, care, and treatment for long-term residents,

CVCSB describes the services provided by the CRP as follows:

Census Reduction Staff provides community-based services to individuals
with a major mental illness whom [sic] have spent a significant number of
days in an inpatient psychiatric facility. Program staff work to promote
client independence by increasing community resources and supports for
individuals. Services are individualized and designated to assist consumers
in meeting their daily needs while living in the community.
CVCSB Program Plan, Census Reduction Program, p. 1

In an interview, a CVCSB managerial employee stated that potential CRP

participants were referred to CVCSB by DMHMRSAS. DMHMRSAS would identify , to

CVCSB, a person whom they believed could live and be treated in the community and

CVCSB wasasked CVCSB to develop a plan providing for a community placement.

given an opportunity to study the person's case and decide whether or not it could
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If CVCSB felt it could provide services, it wouldprovide services to that person.

develop a plan, setting forth broad-based goals and objectives and a budget covering

everything from the cost of housing, treatment, and medication, to the cost of clothing

and food. The plan was then forwarded to DMHMRSAS for approval. If DMHMRSAS

approved the plan, it would provide funding.

All of the CVCSB personnellnterviewed by DRVD indicated that the CRP has

resulting inbeen successful, successfulapproximately twentyvery community

placements and only "one or two" instances where a CRP participant had been unable to

continue to live and receive services in a community setting.

It should be noted, here, that all of the CVCSB personnel interviewed by DRVD

showed an impressive dedication to the program. The CRP staffers who worked directly

with Ms. Wilkerson obviously cared deeply about her, as a CRP participant and a friend.

During interviews conducted almost three months after Ms. Wilkerson's death, her

caseworkers and case manager were clearly in mourning for her . T4e contents and

findings of this report should not be interpreted as attacks on CVCSB's dedication to Ms.

Wilkerson.

2. Chronology of Events from April 2000 August 2001

Following is a chronology of significant events that occurred during Ms.

Wilkerson's 16 months of participation in the CRP. The chronology is taken from

records obtained from CVCSB, which included regular, and in most cases daily, case

updates.
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Date Event

April 18, 2000 Ms. Wilkerson is discharged from Southern Virginia Mental
Health Institution. She takes up residence at an apartment
operated by CVCSB.

April 28, 2000 Ms. Wilkerson calls 911. She states that she is suicidal and
specifically identifies an ideation of jumping off of the
Rivermont Street Bridge. .

June 2,2000 Ms. Wilkerson calls 911. She states that she wants to be
returned to Southern Virginia Mental Health Institution or
taken to Lynchburg General Hospital Emergency Room. Her
caseworker, in her case note, states that she talked to Ms.
Wilkerson and was "able to get her off ambulance."

June 26,2000 Ms. Wilkerson grabs her roommate by the throat in retaliation
for moving her toothbrush. Ms. Wilkerson then calls 911.
Her caseworker, in her case note, indicates that she talked to
Ms. Wilkerson about grabbing her roommate. She also
indicates that she asked Ms. Wilkerson not to call 911 any
more and unplugged the telephone.

June 29, 2000 Ms. Wilkerson calls 911. Her case worker states, in her case
note, that she "told [Ms. Wilkerson] that if it [ calling 911 ]
continued, [Ms. Wilkerson], would have privileges taken
away ."

July 5, 2000 Ms. Wilkerson calls 911. Her caseworker states, in her case
note, that she "explained that special outings/trips will be
discontinued if this continues."

July 11,2000 Ms. Wilkerson tells CRP staff that she is suicidal.

July 24, 2000 At her quarterly Mental Health Division Service
Reauthorization, CRP staff indicates that Ms. Wilkerson's
working diagnosis is 295.70 (Schizoaffective Disorder,
Bipolar Type). CRP staff states that Ms. Wilkerson "has
called 911 a few times." Under the section entitled "Current
identified need for Services," CVCSB states that Ms.
Wilkerson "conts to need an intensive level of services [and]
support to promote medication and prevent rehospitalization."
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August 7, 2000 At a Medicine Check/Psychiatric Examination, her doctor
indicates that Ms. Wilkerson has experienced loss of appetite,
drowsiness, agitation, fatigue, and "panic attacks." Her
doctor also indicates that Ms. Wilkerson sometimes has
auditory hallucinations and suicidal thoughts. The doctor did
not order any changes in her medications.

September 4,2000 Ms. Wilkerson tells CRP staff that she is suicidal.

September 17, 2000 Ms. Wilkerson tells CRP staff that she is suicidal.

September 29, 2000 Ms, Wilkerson calls 911, stating that she is suicidal, Her
caseworker states, in her case note, that she "talked with Cl
and redirected her, Cl calmed down, stated she felt better and
agreed not to call 911,"

October 2, 2000 Ms. Wilkerson tells CRP staff that she wants to visit other
adult residences. Ms. Wilkerson's caseworker states, in her
case note, that she "told CI that if CI did not call 911 and
followed the rules through October, [ case worker] would then
call one adult home in the beginning of November."

October 13,2000 Ms. Wilkerson tells CRP staff that she wants to visit other
adult residences. Ms. Wilkerson's caseworker states, in her
case note, that "Cl has looked at several ACR' s and [ case
worker] has agreed to call another one in November ifCl
does not call 911 or ER."

October 23,2000 At her quarterly Mental Health Division Service
Reauthorization, CRP staff indicates Ms. Wilkerson's
working diagnosis is 295.70 (Schizoaffective Disorder,
Bipolar Type). CRP staff states, incorrectly, that Ms.
Wilkerson "has not called 911 this quarter ." Under the
section entitled "Current identified need for Services,"
CVCSB states that Ms. Wilkerson "conts to need an intensive
level of services [and] support to promote medication and

prevent rehospitalization."

November 6, 2000 At a Medicine Check/Psychiatric Examination, her doctor
indicates that Ms. Wilkerson has experienced loss of appetite,
drowsiness, weakness, memory loss, and fatigue. The doctor
also indicates that Ms. Wilkerson sometimes has auditory
hallucinations and suicidal thoughts. The doctor states Ms.
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Wilkerson "always has some complaint and continues to say
she feels 'weak~ ( ? sedated).~~ The doctor decreased her
Klonopin dose~ reasoning that Klonopin could act as a
sedative~ and added Paxil~ to combat her panic attacks.

November 10, 2000 Ms. Wilkerson tells CRP staff that she is "hearing voices."
CRP staff provided her with Haldol to combat the
hallucinations.

December 20, 2000 Ms. Wilkerson calls 911, stating that people in her house
were sticking her with pins. Her caseworker states, in her
case notes, that she "explained the seriousness of making such

."accusations.

December 28,2000 Ms. Wilkerson tells her caseworker that a CRP staff member
had gotten a key to her bedroom, came in and stuck her with a
pin. Her case worker states, in her case note, that she
"Explained that no one had a key but her and that it is a
serious issue when she accuses people of such things ( as last
week when the police and DSS were involved). [Ms.
Wilkerson] is seeking attention and this is typical behavior
when she does not get what she wants."

January 1,2001 Ms. Wilkerson calls 911, stating that someone was sticking
pins in her eyes and asks to be taken to the hospital. Ms.
Wilkerson's case worker states, in her case note, that she
spoke with a police officer and "Stated that Theresa did not
need to be 'ECO'd' as she was requesting."

January 3,2001 Ms. Wilkerson calls 911 and is taken to the Emergency
Room, stating that she is hearing voices. Lynchburg General
Hospital's Mental Health Consultation Report states "The
patient while mentioning suicidality corrects herself and says
that she is not now suicidal. She did this by making the
statement and then looking down and then stating that she
was not suicidal. Clearly, the patient is attempting to
manipulate into securing hospitalization." The hospital
diagnoses her as having "By history , schizoaffective
disorder, rule out schizophrenia." Her case manager meets
her at the hospital, arranges for her to receive Haldol and
transports her home.
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January 4, 200 1 Ms. Wilkerson calls 911, reporting that she is suicidal. Her
case manager states, in her case note, "Cl reported being
suicidal and was reportedly very rude to EMT staff. When
[ case manager] arrived, Cl was laughing and appeared to be
fine. Cl saw [ case manager] and began reporting that
someone had entered her room and scratched her. [Case
manager] feels this is all for attention on client's part."

January 9,2001 -Ms. Wilkerson acts out aggressively toward CRP staff and
her roommate. She leaves her residence carrying a clock and
struck a car with the clock. She then assaults a neighbor. She
was brought back into the residence, where she takes a "boom
box" stereo and leaves the residence, breaking the stereo
outside the residence. She then travels to a nearby restaurant
and throws ketchup on a patron. Her caseworker then sought
and received a temporary detention order, resulting in Ms.
Wilkerson being taken to Lynchburg General Hospital
emergency room. The Lynchburg General Hospital Mental
Health Consultation report states that Ms. Wilkerson
indicated that she had heard a voice (she stated it was Elvis
Presley) telling her to "start a fight." Ms. Wilkerson was
diagnosed as having Schizophrenia.

January 9-17,2001 Ms. Wilkerson is admitted to and treated at Catawba Hospital
pursuant to the temporary detention order. While at Catawba,
she was diagnosed as having "Schizophrenia, Paranoid
Type." Her Paxil and Klonopin prescriptions were
discontinued. She was prescribed Cogentin.

January 7,2001 Ms. Wilkerson is discharged from Catawba Hospital. Her
case manager transports her home. Her case manager, in her
case note, states "CI voiced numerous somatic complaints on
the ride home but this is typical."

January 8, 2001 At her quarterly Mental Health Division Service
Reauthorization, CRP staff indicates Ms. Wilkerson's
working diagnosis is 295.70 (Schizoaffective Disorder,
Bipolar Type ). CRP staff states "This quarter her calling 91
and the ER have increased." Under the section entitled
"Current identified need for Services," CVCSB states that
Ms. Wilkerson "conts to need an intensive level of services
[and] support to promote medication and prevent

rehospitalization."
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January 29,2001 Ms. Wilkerson physically assaults her roommate. Her
roommate calls the police, resulting in Ms. Wilkerson being
arrested and charged with assault and battery .

February 1,2001 At 10:45 P.M., Ms. Wilkerson leaves her residence, walks to
a local restaurant and calls 911, requesting to be taken to
Southern Virginia Mental Health Institute or Western State

Hospital.

February 3-4,2001 Ms. Wilkerson acts in a verbally and physically aggressive
manner toward CRP staff.

February 5, 2001 Ms. Wilkerson becomes angry at and aggressive toward her
roommate. Her case worker states, in her case note, "[Ms.
Wilkerson] stated she wanted to go to jail. Upon returning to
the kitchen, Teresa [sic] threw her food at her roommate and
threatened 'I'll kill you next time. ", The roommate called the

police "who suggested roommate could pursue a warrant
tonight or in the morning." The police officer spoke with Ms.
Wilkerson and consulted with her caseworker to determine
whether Ms. Wilkerson should be taken to the emergency
room for a mental health consultation. The case worker
stated "This writer advised [the police officer] that Teresa
was not exhibiting any psychotic symptoms of her illness,
that her behaviors were due to Teresa wanting to go to the jail
or either the hospital."

February 6,2001 Ms. Wilkerson threatens to physically harm her case
manager. Later, Ms. Wilkerson calls 911 and is taken to the
emergency room. While at the hospital, she is served with an
arrest warrant and taken to jail.

February 6,2001 Ms. Wilkerson is brought to the emergency room by police
staff after she stated that she was suicidal and threatened to
jump off of "the bridge." When CRP staff come to the
hospital, Ms. Wilkerson refuses to return home with them,
stating that she is suicidal. Ms. Wilkerson is subsequently
taken to jail. .

February 7-21,2001 Ms. Wilkerson remains in jail. On 21 February, she pleads
guilty to the charges against her and is sentenced to time
served. She is then released and returned to her residence.
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March 1, 2001 Ms. Wilkerson calls 911, stating that she had been betrayed
by her case manager and that people had been sticking pins in
her.

March 22, 2001 At a Medicine Check/Psychiatric Examination, her doctor
indicates that Ms. Wilkerson’s diagnosis and focus of her
treatment is 295.30 (Schizophrenia, Paranoid Type).  He
indicates that Ms. Wilkerson complained of auditory
hallucinations (“angel voices” saying either pleasant things or
telling her she will die).  The doctor states that she was
having “classic panic attacks.”  He prescribes Ativan to
combat the panic attacks and continues her Haldol and
Cogentin prescriptions.

April 17, 2001 Ms. Wilkerson complains of side effects from her medication.
Her case manager states, in her case note, “These behaviors
are typical of Theresa and she is easily redirected.”

April 18, 2001 At her quarterly Mental Health Division Service
Reauthorization, CRP staff indicates Ms. Wilkerson’s
working diagnosis is 295.70 (Schizoaffective Disorder,
Bipolar Type).  CRP staff states, “She is taking Cogentin and
Ativan has been added.  Theresa is compliant with her
medication and appears to be stable although she conts to
voice numerous somatic complaints.  She is not exhibiting
any psychotic symptoms nor any side effects.”  Under the
section entitled “Current identified need for Services,”
CVCSB states that Ms. Wilkerson “conts to need an intensive
level of services [and] support to promote medication and
prevent rehospitalization.”

April 19, 2001 At a Medicine Check/Psychiatric Examination, her doctor
indicates that Ms. Wilkerson’s diagnosis and focus of
treatment is 295.3 (Schizophrenia, Paranoid Type).  He
indicates that Ms. Wilkerson has auditory hallucinations.  The
doctor continues her medications.

April 19, 2001 Ms. Wilkerson’s case manager states, in her case note, that
Ms. Wilkerson “conts to voice numerous complaints re:
meds, symptoms, housing… but this is typical of her.”



Apri130,2001 Ms. Wilkerson's case manager states, in her case note, that
she "conts to complain of symptoms, but appears to be at her
baseline. Client continues to state that she would like to
move to an adult home -wants to pursue this at the end of
June."

May 5,2001 Ms. Wilkerson calls CRP staff stating she is hearing voices
and requests to go to the hospital. Her caseworker states, in
her case note, that she "encouraged her to speak with the case
manager on Monday and discuss her concerns."

May 6, 2001 Ms. Wilkerson tells CRP staff that she is hearing voices and
requests to go to the hospital. Her case worker states, in her
case note, that she "spoke [ with] Theresa and encouraged her
to take her meds as [prescribed] to assist with decreasing

[auditory hallucinations]."

May 7-18,2001 Ms. Wilkerson's caseworker states, in her case note, that Ms.
Wilkerson "conts to report numerous somatic complaints but
appears to be at baseline."

May 20,2001 Ms. Wilkerson's case manager, in her case note, states that
she encouraged Ms. Wilkerson "to take her psychotropic
meds to assist in [ decreasing her auditory hallucinations ]."
Ms. Wilkerson refused to take the medications, stating that
she felt too weak to do so.

May 28, 2001 Ms. Wilkerson complains of anxiety attacks and that she feels
weak.

May 30, 2001 Ms. Wilkerson's case worker states, in her case note,
"Theresa has made several requests to go to the [Lynchburg
General Hospital Emergency Room] this week but has not
made any phone calls to 911 this week."

May 31,2001 Ms. Wilkerson complains of anxiety attacks.

June 1, 2001 Ms. Wilkerson complains of anxiety attacks and requests
more Ativan.

June 2-4,2001 Ms. Wilkerson requests Ativan each morning in order to
prevent "anxiety attacks." She asks that CRP staff call her
doctor to prescribe more Ativan. Her caseworker states, in

Page 12



her case note, "Theresa could not describe any symptoms she
was experiencing at the time. Throughout the weekend,
Theresa appeared stable, functioning at baseline, despite her
constant complaints of feeling 'weak' or experiencing
anxiety ."

June 5,2001 Ms. Wilkerson requests Ativan to combat anxiety attacks.

June 1,2001 Ms. Wilkerson calls 911 and is taken to the hospital.
Lynchburg General Hospital conducted a mental health
evaluation in which the doctor states that Ms. Wilkerson
called 911 "saying that she was having a great deal of
difficulty breathing and was quite anxious. Also stated that
her heart was hurting and that she was not sure whether it was
anxiety or a heart attack." When she arrives at the hospital,
she tells the doctor that she wants to be committed to Western
State Hospital. The doctor diagnosed her as having "Paranoid
Schizophrenia." His recommendation states "We have seen
the patient many times and her behavior today is basically her
normal baseline behavior. ...In addition, the Census
Reduction Team that works with the patient is requesting that
she not be hospitalized as they feel they can manage her on an
outpatient basis." Ms. Wilkerson's case manager states, in
her case note, that she encouraged Ms. Wilkerson "to get
some rest and calm herself down."

June 15, 2001 Ms. Wilkerson calls 911 and is taken to the hospital. Her
case manager states, in her case note, that Ms. Wilkerson was
"requesting to go to the hospital (psych) but not meeting
criteria." She then "Discussed ways to handle anxiety and
encouraged her to call [ case manager] instead of 911."

July 4, 2001 Ms. Wilkerson tells CRP staff that she hears "voices." Her
caseworker states that she was functioning at baseline and not
showing any "acute symptoms."

July 4, 2001 After her caseworker leaves, Ms. Wilkerson calls 911, stating
that she is hearing voices. Her caseworker states, in her case
note, "When [Ms. Wilkerson] arrived, she admitted to lying
to get to the hospital. She stated that her [ case worker] had
betrayed her and she wanted the ER to assist in finding
alternative placement." In the section entitled "Relevant
Medical/Psychological History" her caseworker writes
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"History of calling 911 inappropriately and manipulating staff
to get to the hospital." In the section entitled "Description of
crisis intervention activities provided by CVCS staff' she
writes "Discussed severity and inappropriateness of Theresa's
behaviors today. Informed Theresa of legal action that could
occur due to her misuse of emergency services. Briefed
[CVCSB home supervision staff] about Theresa's actions in
case Theresa's behaviors continue through the evening."

July 7-8,2001 Ms. Wilkerson calls CRP staff stating that she is hearing
voices and requesting to go to the hospital. Her caseworker
states, in her case notes, "When questioned about the content
of hallucinations, Theresa could not 'remember' what the
voices said. Theresa appeared functioning at baseline
throughout the weekend."

July 16,2001 Ms. Wilkerson's caseworker states, in her case note, "Theresa
has been functioning at baseline though she constantly
complains of somatic [ symptoms] In past 3 months,
Theresa has called 911 and gone to [Lynchburg General
Hospital] 3 x. Each time she has not met criteria for
psychiatric hospitalization. ...Theresa is stable at this time
despite her complaints which consist mostly of 'weakness ,

and rapid heart beat at times."

July 16,2001 At her quarterly Mental Health Division Service
Reauthorization, CRP staff indicates Ms. Wilkerson ' s

working diagnosis is 295.70 (Schizoaffective Disorder,
Bipolar Type). CRP staff states, "No changes have been
made with Theresa's medication. She remains functioning at
baseline. ...Theresa continued to contact emergency services
for false complaints."

July 19,2001 At her Medicine Check/Psychiatric Examination, her doctor
notes that Ms. Wilkerson is experiencing confusion, change
in concentration, weakness, delusional thoughts, and auditory
hallucinations. He identifies her diagnosis and focus of
treatment as 295.30 (Schizophrenia, Paranoid Type). He
states "She continues to request med changes. She
consistently wants to try atypicals but she has been stable on
current regimen. Theresa does complain of [auditory
hallucinations] at times but no significant behavioral changes.
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Calls 911, believes heart attacks occurring." The doctor does
not make any changes to her medication.

July 25,2001 Ms. Wilkerson complains of a rapid heartbeat. She sees a
doctor who finds her heart rate and blood pressure to be
normal. The doctor states, per case manager's case note, that
Ms. Wilkerson should take Ativan "when she feels increased
heart beat as it is probably anxiety ."

August 4-5,2001 Ms. Wilkerson states that she is feeling weak and states that
she wants to change her medication. Her caseworker, in her
case note, states that she "encouraged her to discuss it with
Dr. Saturday afternoon. Theresa became agitated, stated she
wanted to go to the hospital, threw trashcan across the room.
When [ caseworker] attempted to redirect her, she lay down ,
on the couch and would not talk to [her]. Theresa's parents
came in at this time to visit her. Theresa screamed, stated she
was hallucinating and hearing voices '1 heard the Devil blow
in my ear.' Theresa's parents did a greatjob of redirecting
her and not falling in to her game playing."

August 7, 2001 In her case note, Ms. Wilkerson's case manager states that
Ms. Wilkerson's parents contacted her, stating that Ms.
Wilkerson had been calling them and "complaining about her
meds, wanting to go to hosp Assured them that [Ms.
Wilkerson] is at her baseline."

August 13-17, 2001 In her case note, Ms. Wilkerson's case manager states that
she "conts to report numerous somatic complaints."

August 22, 2001 Ms. Wilkerson goes to an appointment with her medical
doctor. She voices "numerous somatic complaints."

August 26, 2001 At 4:00 P.M., Ms. Wilkerson becomes angry and throws the
telephone across the room. She then leaves her residence and
crossed the street. Ms. Wilkerson's caseworker followed her,
attempting to convince her to return to the residence. Ms.
Wilkerson then ran from the case worker. When her case
worker realized that she could not catch up to Ms. Wilkerson,
she returned to the residence to contact Ms. Wilkerson's case
manager and the hospital Emergency Room. CRP staff
contacted the Emergency Room staff to warn that they may
be getting a call from Ms. Wilkerson. Ms. Wilkerson's case
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manager states, in her case note, that "tentative plan was to
initiate a [temporary detention order] due to her behaviors and
level of agitation." Ms. Wilkerson proceeded to the
Rivermont Street Bridge and jumped to her death.

v. FINDINGS

It is the opinion of DRVD that Ms. Wilkerson was the victim of neglect by her

community service and health care providers. The record of the case, and the report of

Dr. Koshes, clearly support DRVD's finding that CVCSB did not create and/or

implement an appropriate treatment plan for Ms. Wilkerson and that CVCSB and the

doctors affiliated with CVCSB did not properly diagnose or treat Ms. Wilkerson's

disability .

A. Definition of Neglect

The Protection and Advocacy for Individuals with Mental Illness Act defines

"neglect" of a person with mental illness as

[A] negligent act or omission by any individual responsible for providing
services in a facility rendering care and treatment which caused or may
have caused injury or death to a [sic] individual with mental illness or
which placed a [sic] individual with mental illness at risk of injury or death,
and includes an act or omission such as the failure to establish or carry out
an appropriate individual program plan or treatment plan for a [sic]
individual with mental illness the failure to provide adequate nutrition,
clothing, or health care to a [ sic] individual with mental illness, or the
failure to provide a safe environment for a [sic] individual with mental
illness, including the failure to maintain adequate numbers of appropriately
trained staff.
42 U.S.C. §10802(5)

After studying the record of this case, conducting interviews with all parties

involved, and retaining and reviewing the report ofDr. Koshes, DRVD finds that CVCSB
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committed neglect in that it failed to properly establish and/or carry out an appropriate

treatment plan for Ms. Wilkerson.

B. CVCSB Failed to Establish or Carry Out an Appropriate Treatment
Plan for Ms. Wilkerson

CVCSB failed to establish and/or implement an appropriate treatment plan for Ms.

Wilkerson, leading to CVCSB and the doctors affiliated with CVCSB ("CVCSB's

doctors") failing to properly diagnose or treat Ms. Wilkerson ' s disabilities.
These

failures occurred in two distinct respects: First, CVCSB and CVCSB's doctors failed to

properly treat Ms. Wilkerson's Schizoaffective Disorder. Secondly, CVCSB failed to

address, or account for in its treatment, Ms. Wilkerson's limited cognitive functioning.

I. CVCSB Failed to Treat Ms. Wilkerson's Schizoaffective
Disorder

Throughout Ms. Wilkerson's 16 months in the CRP, CVCSB identified her

working diagnosis and, thus, the focus of her treatment, as Schizoaffective Disorder .2

Nevertheless, CRP staff either did not recognize her behaviors, which were common to

persons with Schizoaffective Disorder, as symptoms of her disability or determined that

her behaviors were false and manipulative. As a result, CVCSB did not address or seek

to treat the behavioral symptoms of her Schizoaffective Disorder . Furthermore,

CVCSB's doctors treated Ms. Wilkerson under an, incorrect, diagnosis of Schizophrenia,

Paranoid Type. This incorrect diagnosis resulted in a failure to recognize that Ms.

Wilkerson exhibited symptoms of her Schizoaffective Disorder and prevented them from

2 After reviewing her records, Dr. Koshes also concluded that, based upon her symptoms, Ms. Wilkerson had

Schizoaffective Disorder.
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treating those symptoms or prescribing medications that could have addressed and treated

those symptoms.

Symptomology and Treatment of Schizoaffective Disordera.

Schizoaffective Disorder is a severe mental illness that displays the symptoms of

both Schizophrenia and mood disorders. People with Schizoaffective Disorder display

psychotic symptoms such as delusions, hallucinations, disorganized thinking, agitation,

social withdrawal, and apathy and affective symptoms such as extreme mood swings,

thoughts of death or suicide, and acute psychosis.

Ms. Wilkerson was diagnosed with Schizoaffective Disorder, Bipolar Type. This

diagnosis is most frequently accompanied with manic episodes such as elation, euphoria,

or extreme irritability.

Studies have shown that persons with Schizoaffective Disorder are best treated

with antipsychotic medications. The group of medications known as "atypical

antipsychotics" have, in general, proven to be most effective. Antidepressent

medications have also proven valuable to treat the affective and depressant symptoms of

Schizoaffective Disorder . ~, generall~ , Levinson and Umapathy , Treatment of

Schizoaffective Disorder and Schizophrenia with Mood S~mptoms, Am J. Psychiatry ,

August 1999. ~, ,al£Q, The Merck Manual of Diagnosis and Therap~ , Section 15,

Chapter 193 ("For treatment of the bipolar (manic) type, antipsychotics combined with

lithium may be more effective than antipsychotics alone. ..The new [i.e. atypical]

antipsychotics may be more effective than the conventional ones.").
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b. CVCSB Failed to Treat Ms. Wilkerson’s Schizoaffective
Disorder

As mentioned, above, there is no doubt that CVCSB considered Ms. Wilkerson to

have Schizoaffective Disorder, Bipolar Type.  From Ms. Wilkerson’s first Individualized

Service Plan in April of 2000, to each of her CVCSB Mental Health Service

Reauthorizations (conducted on July 24 and October 23, 2001 and January 22, April 18,

and July 16, 2001) her working diagnosis remained Schizoaffective Disorder, Bipolar

Type.

Given that CVCSB was well aware of Ms. Wilkerson’s mental illness, it is

particularly troubling that CVCSB staff considered behaviors that are recognized as being

symptoms of Schizoaffective Disorder to be false or attempts to manipulate CRP staff.

For example, Ms. Wilkerson consistently displayed psychotic symptoms including

auditory hallucinations (reported in CVCSB case notes on August 7, November 6 and 10,

2001 and January 3 and 9, March 22, May 6, July 4, 7, and 16, August 5, 2001),

delusional thoughts (reported in CVCSB case notes on June 26, December 28, 2000,

January 1 and 9, and August 5, 2001), and extreme agitation (reported in CVCSB case

notes on June 26, 2000, January 9 and 29, February 3, 4, 5, and 6, and August 5, 2001).

She also repeatedly displayed affective symptoms including suicidal thoughts (reported in

CVCSB case notes on April 28, July 11, August 7, September 4, 17, and 29, and

November 6, 2000, January 4, February 6, 2001) and increased goal-oriented behavior

(including attempts to secure a new residence reported, for example, in CVCSB case

notes on June 3, 6, and 27, July 25 and 26, August 4, 14, 15-17, 22-25, and 30,



September 5, 18, 20, and October 2, 2001, or new medications, reported, for example, in

CVCSB case notes on April 5, 17, 19, and 22, June 22, July 9, 16, 19,20, and 23, August

3,7, 10, 13, and 26,2001).

However, when confronted with Ms. Wilkerson's behavioral symptoms, CVCSB

personnel either did not recognize them as symptoms or dismissed them as false or

manipulative (reported in CVCSB case notes of November 6, December 20 and 28,2000,

January 4 and 7, February 5, April 17-19, June 4 and 11, July 4, 8, and 6, and August

5, 2001). For example, on December 28, 2000, Ms. Wilkerson complained to her case

manager that someone had gotten a key to her room and was coming in to stick her with

pins. Rather than see this as a delusion and a symptom of Ms. Wilkerson ' s

Schizoaffective Disorder (and realizing that she had the same delusion on December 20),

her case manager stated, in her case note, "CI is seeking attention and this is typical

behavior when she does not get what she wants." On January 1,2001, she would, again,

have the delusion that someone was sticking her with pins. That time, she called 911 and

was taken to the hospital.

Similarly, on January 4, 2001, Ms. Wilkerson called 91 and stated that someone

had scratched her . Her case manager stated, in her case note, "CM feels this is all for

attention on Cl's part." Another incident occurred on February 5, 2001 when, in the

words of her caseworker, Ms, Wilkerson's "anger began to escalate." Ms. Wilkerson

attempted to attack her roommate, stating "I'll kill you next time." After her roommate

called the police, the caseworker told the responding officer that Ms. Wilkerson did not

require a mental health consultation because she was not exhibiting any psychotic
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symptoms. In both of those cases, clear symptoms of Schizoaffective Disorder

delusions and extreme agitation -were discounted either as attention-seeking behavior or

as nonsymptomatic behavior .

In interviews, Ms. Wilkerson's case manager and case workers uniformly stated

that Ms. Wilkerson's behaviors were attention-seeking rather than -symptoms of her

mental illness. All of her caseworkers stated that her behaviors were attempts to

manipulate staff into returning her to the hospital, One case worker stated that she

believed Ms. Wilkerson's suicide itself to be attention-seeking, reasoning that Ms,

Wilkerson believed that she had to "do something" to back up her quest for attention.

Another case worker stated that Ms. Wilkerson's "ultimate goal in life was to get back to

the hospital." She also stated that she never believed that Ms. Wilkerson was suicidal

stating, that she was "anxious or depressed, but never suicidal." She concluded that Ms.

Wilkersonjumped off of the Rivermont Street Bridge in an attempt to injure, but not kill,

herself so that she would be returned to the hospital. Her case manager was adamant,

stating that Ms. Wilkerson only stated suicidal ideations or "acted out" in an attempt to

return to the hospital, stating "She liked the hospital. The nurses liked her. She liked the

attention."

Ms. Wilkerson's caseworkers and case manager also described Ms. Wilkerson's

episodes of severe mood swings and extreme agitation ( described by them as "tantrums")

as being behavioral choices rather than symptoms of her mental illness. Her case

manager stated that, when Ms. Wilkerson did not get what she wanted she'd "yell,

scream and go to her room." One case worker related a "tantrum," which occurred three
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weeks before Ms. Wilkerson's suicide. On that date, August 4, 200 1 , Ms. Wilkerson

became agitated, threw a trashcan across her room and then lay down on a couch and

would not respond to the case worker. At that time, Ms. Wilkerson's parents came into

the room. Ms. Wilkerson then began to scream that she needed to go to the hospital and

was hearing voices.- The caseworker described this "tantrum" as "a little show for Mom

and Dad" and, in her case note, described Ms. Wilkerson's behavior as "game playing.

In addition, doctors affiliated with CVCSB either misconstrued or discounted Ms.

Wilkerson ' s behavioral symptoms. CVCSB's records are replete with requests by Ms.

Wilkerson to have her medication changed (noted in CVCSB case notes of April 5, 7,

19, and 22, June 22, July 9, 16, 19, 20, and 23, August 3, 7, 10, 13, and 26, 2001),

Despite her requests, and despite her showing symptoms of her Schizoaffective Disorder

such as auditory hallucinations, problems concentrating, and weakness (all noted in

Psychiatric Examination reports of August 7, November 6,2000, March 22, April 19, and

July 19, 2001), CVCSB doctors never sought to treat her with atypical antipsychotic

medication or with an antidepressant.3 Instead, CVCSB's doctors, like CRP staff,

seemed either not to recognize her behaviors as symptoms of her mental illness or to

discount her symptoms as voluntary behaviors. For example, on November 6,2000, after

Ms. Wilkerson indicated that she was experiencing drowsiness, memory loss, fatigue,

auditory hallucinations, and suicidal thoughts, her psychiatrist stated that Ms. Wilkerson,

"always has some complaint and continues to say she feels 'weak." Similarly, on July

3 As will be further set forth, below, CVCSB's doctors either did not recognize or realize that Ms. Wilkerson had

Schizoaffective Disorder. In the reports ofher Medicine Check/Psychiatric Examinations, her diagnosis is referred
to as "Schizophrenia, Paranoid Type."
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19, 2001, CVCSB's psychiatrist noted that Ms. Wilkerson was experiencing confusion,

change in concentration, weakness, delusional thoughts, and auditory hallucinations. The

psychiatrist stated that Ms. Wilkerson "consistently wants to try atypicals but she has

been stable on her current regimen."

It is the opinion of DRVD that Ms. Wilkerson was, in the instances described

above and in several similar instances set forth in the chronology , displaying symptoms

of her Schizoaffective Disorder. However, CVCSB staff and CVCSB's doctors failed to

recognize them as symptoms of her Schizoaffective Disorder or mistakenly considered

those symptoms to be false, manipulative, and attention seeking. As a result, those

symptoms, and her disability , were either missed or discounted instead of treated.

Because the symptoms were considered to be false, or because they did not recognized

them as symptoms, CVCSB and CVCSB's doctors did not seek to use atypical

antipsychotic or antidepressant medication to address or control her behavioral symptoms

and did not attempt any other ways, such as through education or therapy, to address or

treat those symptoms.

The failure of CVCSB and CVCSB's doctors to recognize the symptoms of Ms.

Wilkerson's Schizoaffective Disorder led to Dr. Koshes' conclusion that Ms. Wilkerson's

"sad death was the product of the treatment team's inability to recognize the degree of

distress this patient was in and their reliance on the theory that her behaviors was [sic ]

based on manipulation in the service of her dependency needs." Specifically, he states

that her panic and anxiety attacks (which are noted in Ms. Wilkerson's Medicine

Check/Psychiatric Evaluations on August 7 and November 6, 2000, March 22 and 19
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July, 2001, and in CVCSB case notes on May 28, June 1-2, 5 and 15, July 16 and 25, and

August 5, 2001) could and should have been treated with an antidepressant of the

selective serontonin reuptake inhibitor ("SSRN") class, Dr. Koshes specifically states

"The standard of care in July 2001 [when Ms. Wilkerson specifically requested that she

be treated with an atypical antipsychotic medication]'

would have been to...treat [her] panic with an SSRI (a medication which
was reported to be effective in her care in the past), and change the patient
to an atypical antipsychotic for improved symptom management. Many of
her behaviors, which appeared manipulative, could have been explained by
panic and anxiety; consider the frequent ER visits and impulsive, agitated
behaviors when frustrated. The standard of care, once panic attacks were
diagnosed, would have been to evaluate the patient for the use of an SSRI.
Even if her psychiatrist had noted that there was a diagnosis of
Schizoaffective Disorder, Bipolar Type4, it would have been appropriate to
consider a mood stabilizer or antidepressant, which would have also helped
with impulsivity ..

A review of this case leads to the inescapable conclusion that Ms. Wilkerson was

trapped in a "vicious cycle." The symptoms of her disability could have, if they had been

recognized or taken seriously, been treated with appropriate medication, which may have

ameliorated the symptoms. However, because CVCSB staff and doctors either did not

recognize her symptoms or saw them as false and manipulative behaviors, Ms. Wilkerson

did not receive any treatment for them, which resulted in her having more such

symptoms, which only furthered CVCSB's conclusion that she was being false and

manipulative.

4 As more fully set forth, below, the psychiatrist mistakenly noted her diagnosis to be Schizophrenia, Paranoid Type.

This diagnosis conflicted with the diagnosis used by CVCSB. Dr. Koshes, upon reviewing Ms. Wilkerson's
records, came to the conclusion that Ms. Wilkerson had Schizoaffective Disorder.
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The failure to provide Ms. Wilkerson with appropriate treatment and medication

points to another, perhaps larger, problem: there was, in Dr. Koshes' words, "a major dis-

connection in the treatment team regarding the presence of an affective component of her

illness." Put simply, CVCSB's CRP staff persons and doctors operated under different

In all afMs. Wilkersan's CVCSBworking diagnoses ofMs. Wilkerson's mental illness.

Mental Health Service Reauthorizations (conducted on July 24 and October 23,2001 and

January 22, April 18, and July 16, 2001) her diagnosis was noted as Schizoaffective

Disorder, Bipolar Type. However, in her Medicine Checks/Psychiatric Examinations, her

treating psychiatrists noted her diagnosis to be Schizophrenia, Paranoid Type.

The problem with such inconsistent diagnoses is clear: different mental illnesses

are treated differently. In this case, Schizophrenia, Paranoid Type, is not normally

treated with antidepressants. Thus, because her psychiatrists operated under

incorrect, assumption that Ms. Wilkerson did not have Schizoaffective' Disorder, they

were unlikely to prescribe medication to treat behaviors that were symptomatic of a

disability they did not know she had.s Because CVCSB's doctors did not know, or did

not recognize, that Ms. Wilkerson had Schizoaffective Disorder, they were more likely to

determine, like CRP staff workers, that Ms. Wilkerson's behaviors, which

indicative of a person with Schizoaffective Disorder ( and not necessarily of someone

Had herwith Schizophrenia, Paranoid Type) were false rather than symptomatic.

s One ofMs. Wilkerson's psychiatrists stated that his diagnosis ofher as having Schizophrenia, Paranoid Type was

"carried forward," meaning, not based upon his independent analysis. Again, this represents a terrible dis-connection
between CVCSB and its doctors in that Ms. Wilkerson's psychiatrists "carried forward," throughout her treatment,
an incorrect diagnosis.
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Despite Ms. Wilkerson's cognitive impairment (and historical diagnosis of having

such an impairment), her treatment plan did not address or make any consideration for

her impairment. In his report, Dr. Koshes states "Modifications in the treatment plan and

approach to the patient's adaptation ,in the community based on the patient's level of

understanding should have been made." Dr. Koshes further posits that Ms. Wilkerson's

"inability to conform to her medication regimen during her care and perhaps her

difficulties in expressing her needs and desires appropriately may have been a function of

her cognitive capacity ."

CVCSB did not make any allowances for or mention ofMs. Wilkerson's cognitive

impairment in her treatment plan. CVCSB was well aware of her cognitive impairment.

In an interview, Ms. Wilkerson's mother stated that she made CVCSB aware of her

daughter's cognitive deficit and requested services for her. She states that she was told

that her daughter's "mental illness over-rides her mental retardation" and, thus, she would

receive services from CVCSB's mental health staff rather than its mental retardation

staff. Thus, it is clear that CVCSB was aware of Ms. Wilkerson's cognitive impairment

For example, CVCSBand should have made allowances in her treatment plan for it.

could have used specialized educational techniques such as repetition or modified tasking

approaches to help Ms. Wilkerson better understand her disability and symptoms and

remain compliant with her medication regimen.

Based on the foregoing, it is the opinion of DRVD that Ms. Wilkerson was the

victim of neglect because CVCSB failed to establish or carry out an appropriate treatment
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plan for Ms. Wilkerson's Schizoaffective Disorder, taking into account her cognitive

impairment.

VI. CONCLUSION

In the historic case of Olmstead v. L.C., the United States Supreme Court held

"the unjustified institutional isolation of persons with disabilities is discrimination."6

The Olmstead case stands firmly for the proposition that persons with disabilities who are

capable of living in community placements, rather than in institutions, should be

empowered and encouraged to do so. In furtherance of the principles set forth in

Olmstead, CVCSB's Census Reduction Program aims to lessen the number of persons

who must live, unnecessarily, in institutions and provide community placements to

persons who are capable of living in them. Clearly, CVCSB's goal is a worthy one and

should be pursued.

However, it is equally clear that a community placement, no matter how well

intentioned, that does not provide adequate supports and services for a person with a

disability, tailored to that person's specific symptomology, is doomed to fail. Because

CVCSB did not prepare and/or carry out an adequate treatment plan for her, Ms.

Wilkerson's placement was so doomed.

It is the opinion ofDRVD that, in Ms. Wilkerson's case, CVCSB, .with the best of

intentions and with the goal of helping her live in the community, created a placement for

Ms. Wilkerson with but one goal: keep her out of the hospital (as stated in the initial

6 Olmstead v. L.C. ex rei Zimrin~, 119 S.Ct. 2176,2187 (1999).
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CVCSB case note, dated May 29, 2000, "G -To remain living independently with

support of staff and free of hospitalization."). This overarching aim seems to have

colored all of CVCSB's dealings with Ms. Wilkerson resulting in the CRP staff either

misunderstanding that her behaviors were symptoms of her disability that might require

hospitalization or misconstruing her symptoms as false and manipulative. As a result,

Ms. Wilkerson's disability, the very thing that CVCSB intended to treat, went untreated.

This case presents a painful irony: that Ms. Wilkerson's CRP staff, who so

obviously cared so deeply about her, could have neglected her. Unfortunately, the

unavoidable truth of this matter is that Ms. Wilkerson was the victim of neglect. While it

is not the place of this report to state, conclusively, that CVCSB's neglect was the

proximate cause of her death, it is undeniable that, with proper treatment, including

medication, Ms. Wilkerson's symptomology could have been lessened, which may have

prevented her death.

Dated: May 1,2002

Respectfully Submitted
Commonwealth of Virginia
Department for Rights of Virginians with Disabilities
202 N. 9th Street, 9th Floor
Richmond, VA 23219
(804) 225-2041

By:

Jonathan G. Martinis
Managing Attorney, P AIM! Program
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EXHIBIT A







1 There was evidence in the clinical record which indicated a significant past history

of both cognitive dysfunction and affective illness which would have necessitated

a modification in the treatment planning for this patient. This modification would

have involved the treatment team approach as well as the medications used to

treat her illness.

2. The treatment goals included restriction of services without a clear therapeutic

benefit. This restriction of services was based on the faulty assumption that Ms.

Wilkerson's behaviors around hospitalization were manipulative, and the inability

of the CSB to provide adequate services for this impaired individual. This

resulted in the failure to provide an adequate level of care.

The conclusion reached in this review of the clinical records is that failure to recognize

cognitive impairment and treat an affective component of her illness, combined with a restriction

in the application of appropriate level of care, contributed significantly to the death of Ms.

Wilkerson.

HISTORY OF THE ILLNESS AND INCIDENT: The records available for review of the Teresa

Wilkerson case were as follows:

Psychological Autopsy;

Central Virginia Community Service Board notes, financial records, and treatment plans;

Various hospital di~charge and admission notes from Lynchburg General, SMVI, and

other hospitals;

Historical notes from 1987 until the time of her death from the Central Virginia

Community Service Board;

Telephonic interview with the decedent's mother, Dr. ,Dr.
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Ms.l and

Other documentation provided by the Department for Rights of Virginians with

Disabilities.

At the time ofher death, Teresa Wilkerson was a psychiatric patient enrolled in an

intensive case management service which provided care to high-risk patients in the community .

The program was administered by the CSB (Community Services Board) in the area in which she

was residing. She was living in a supervised apartment and taking medications on a supervised

basis. She was part of a census reduction program which was aimed at keeping patients in the

community and out of the hospital.

Prior to her death, Ms. Wilkerson had an extensive psychiatric history .The earliest

medical records from a hospitalization in July of 1987 indicated that her treatment had been

"helpful with depression and anxiety ." A diagnosis of Schizoaffective Disorder was made, and

no mention of cognitive dysfunction was present in the medical record. Mixed Personality

Disorder was also diagnosed based on dependency defenses which were displayed, .and traits of

Borderline Personality Disorder were also described. On a group home application in January of

1989, her diagnosis appeared as Schizophrenia and Mild Mental Retardation. In February of

1989 a residential checklist noted that Ms. Wilkerson needed frequent verbal prompting for tasks

and indicated that this might be a sign of mental retardation. Staff noted that she was compliant

with her medications.

In June of 1990, Ms. Wi1kerson was hospitalized for suicidal behavior and the discharge

summary indicated that she had Mental Retardation, a Major Depressive Episode, and Psychosis,

Not Otherwise Specified. Slightly over one year later, in July of 1991, she was giv~n the

diagnosis of Schizophrenia, and no diagnosis Mental Retardation or mention of cognitive

difficulties was made. One month later, a social worker noted her "mental retardation" in a

clinical record. Throughout her hospitalizations, attempts would be made to house Ms.

Wilkerson in the community .These placements would last several months and Ms. Wilkerson
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would grow homesick and leave the community setting to return home to her parents' household.

She was accepted by her parents and would become non-compliant with medications, or become

frustrated with her living situation.

The medications Ms. Wilkerson were prescribed during her illness were generally of the

antipsychotic class. Often, as noted in the clinical records, Ms. Wilkerson would report side-

effects of slowness and sedation which were troublesome. She would frequently indicate to her

treatment team that she was anxious.

In December of 1992, she suffered a panic attack and was hospitalized. The diagnosis of

Mental Retardation was again dropped from her diagnosis list. Ms. Wilkerson was reporting

sedation while taking haloperidol and was drinking three to four cups of coffee a day in order to

stay awake. It was during this time that she was placed on Prozac for her affective symptoms.

She reported that this medication had helped ("Prozac helped."). In January 1993 she was

hospitalized for anxiety and give clonazepam; she reported depressive symptoms and staff noted

depression in their assessments, but no antidepressant was prescribed. Dr . , assigned to her

case at the time, noted trichotillomania, an anxiety condition. This behavior is never mentioned

again in any of the medical records.

In December of 1993 she was admitted to Western State Hospital and personality testing

revealed that the patient had "less than average intelligence." Anxiety and obsessive symptoms

were prominent and the patient was given a diagnosis of Schizoaffective Disorder. During a

hospitalization in May of 1994, the nursing assessment noted that the patient reported

"nervousness since 1971." Mental Retardation was not given as a diagnosis, however,

"Schizoaffective" was retained. It is important to note that when cognitive problems were noted

by staff or other evaluators, both in or out of the hospital, no accommodations such as specialized

patient education, or repetition, modified tasking approached were documented in the treatment

plans.
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Disorder. She was discharged in April 2000 to live at a supervised apartment, with intensive

case management through the CSB and was part of a census reduction program.

At the end of April of 2000, she was hospitalized at Lynchburg General Hospital with

suicidality and anxiety. She was returned to the community, shortly thereafter. Dr.

who had seen Ms. Wilkerson "many times" in the hospital noted that she was a patient who was

frequently admitted in crisis from the community. He said: "The staff knew her and she knew

the staff well." He was aware of her cognitive problems and the affective component of her

illness and felt that it was a significant component of the presentation of her illness when

hospitalized. Dr. also noted that when directed not to admit patients into his hospital from

Lynchburg (these patients would be served in a different area), it was "probably and adjustment

for Teresa.

Her records resume for review in July 2000 when she was living in supervised housing.

Her care was through the local CSB. She complained about tiredness and weakness, and the

side-effects of her medications. Until her death, she had a series of three psychiatrists assigned to

her case.

In November 2000, she was diagnosed with panic attacks and given Paxil. She was

taking this medication and reported to be doing well. In January, 2001, she was hospitalized for

violence and impulsivity and the Paxil was discontinued. The hospital records available for

review, do not provide an explanation why the medication was discontinued. She, however, was

given the diagnosis of Schizoaffective Disorder. The symptoms of impulsivity and aggression

were treated with an antipsychotic agent of the conventional class. No assessment for the use of

a mood stabilizer, or anticonvulsant for aggression and impulsivity was docume;nted in the chart.

forOn March 22, 2001, Ms. Wilkerson met with her psychiatrist (Dr .

medication management. His note indicated that she was suffering from "classic panic attacks,"

and he began Ativan for this reason. No mention of therapy with a selective serotonin reuptake
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Teresa does c/o (complain of) AH (auditory hallucination) at times but no significant behavioral

changes. Calls 911, believes heart attacks occurring. She is not making use of Ativan regularly.
She had multiple c/o about living arrangement, and wanted to go to the hospital. .

accompanied her today and did note relate any behaviors that might be uncharacteristic for

Teresa." Staff also noted that the patient wanted to have her medications changed and this was a

frequent and repeated request. In a case note by it is noted that Ms. Wilkerson was

complaining of weakness and rapid heart beat at times. This was not evaluated.

In August of 2001 she was residing in the community and her treatment plans called for

continued community tenure. A treatment goal was to keep her out of the hospital. Ms.

Wilkerson's mother stated in a telephonic interview on February 26,2002, that she and her

husband were not in agreement with the plan to keep their daughter out of the hospital "at all

costs." She stated: "I always felt that there was a dual problem with Teresa, she had problems

with anxiety and would go to the hospital when she needed help. She came to depend on going

to the hospital for help. On the weekend before her death, she begged the house staff to let her

go to the hospital but the woman said: 'you 're just putting-on in order to get attention. ' If they

let her go to the hospital, she wouldn 't be dead. That program lied to us. They said she would

have enough supervision and would be taken care of in the community .They weren't with her

all the time at all. She only went to the hospital when she was frustrated and overwhelmed.

They put her in jail once to try to teach her a lesson. You don't treat someone like that with

mental illness that way; you find out what's wrong and give them some treatment."

The clinical records indicate that on the weekend before her death, Teresa Wilkerson and

her caseworker spoke on the telephone two times and reported taking her medications. Her

caseworker was informed that Ms. Wilkerson was angry on August 26th and was requesting that

her medication be changed; she wanted to be hospitalized. She left the house abruptly and staff

thought she was going to a restaurant to call 911, which was usual for her, but instead had

jumped off a bridge killing herself. The details from a note by m August 26, 2001

indicate that the house on-call worker notified the ER staff by phone that they might be getting a
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call from Ms. Wilkerson "due to her tendency to caI1911." There was a plan to initiate

involuntary commitment procedures when she was in the ER because of "her behaviors and level

of agitation.

OPINION: Teresa Wilkerson was suffering from a Schizoaffective Disorder, and had, at the

least, Borderline Intellectual Functioning. Many issues came into play and resulted in her

unfortunate death. These issues are treatment-related, diagnosis-related, and systems

management-related. I am least qualified to comment on the latter, but will attempt to shed some

light in this area.

Ms. Wilkerson repeatedly presented to treatment settings with symptoms of anxiety and

depression, suicidality, and sedation side-effects from her medication. She was clearly, at times,

suffering for akisthesia, as noted in the medical record. The two times when her clinical

condition was noted to be stable was when she was being treated with an antidepressant and

when she was treated with Clozaril. These two medications seemed to target the anxiety, and

depressive symptoms which were present and had few side-effects. The fact that her diagnosis

changed so frequently and that there appeared to be only one instance when an effort was made

(through psychological testing) to clarify the diagnosis, meant that Ms. Wilkerson had a

treatment plan that neither assessed the nature of her dysfunction and limitations, nor assessed

her strengths in light of these deficiencies.

Even on the day of her death, the note by staff assigned to her care wrote that Ms:

Wilkerson had a long history of "Schizophrenia," while the treatment plan clearly stated that she

was suffering from Schizoaffective Disorder, Bipolar Type. Dr. , in his notes indicated

that the focus of the psychiatric treatment was Schizophrenia, Paranoid type. This was a major

dis-connection in the treatment team regarding the presence of an affective component of her

illness and I believe that this dis-connection led to misinterpretations of her behaviors, and

overall limited that success of her care.
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Ms. Wilkerson used clonazepam and lorazepam for her principle anxiety relief but was

often sedated and began modifying her medication regimen on her own. She did not want, it

appeared from the medical record, to be sedated or anxious and she was apparently trying to get

relief in both areas. I believe this was interpreted as "power struggles" with the medication, and

"non-compliance." She also had nicotine dependence, and while this was mentioned in the

medical record as a contributor to anxiety, no effort to treat this condition was documented.

In her last medication visit in July of 2001, her physician noted that she "consistently

wants to try atypicals." Because of side-effects of older medications and a more broad-spectrum

symptom control which these newer medications possess, Ms. Wilkerson' s request should have

been honored. She was noted to have a good response to Clozaril in the past, but it was not clear

whether he treating psychiatrists had access to this information. Dr. also wrote that Ms.

Wilkerson was complaining of having heart attacks; perhaps this was Ms. Wilkerson's

description of panic. The standard of care in July 2001 would have been to evaluate the cardiac

status fully, treat the panic with an SSRI (a medication which was reported to be effective in her

care in the past), and change the patient to an atypical antipsychotic for improved symptom

management. Many of her behaviors, which appeared manipulative, could have been explained

by panic and anxiety; consider the frequent ER visits and impulsive, agitated behaviors when

frustrated. The standard of care, once panic attacks were diagnosed, would have been to evaluate

the patient for the use of an SSRI. Even if her psychiatrist noted that there was a diagnosis of

Schizoaffective Disorder, Bipolar Type, it would have been appropriate to consider a mood

stabilizer or antidepressant, which would have also helped with impulsivity.

Her inability to conform to her medication regimen during her care and perhaps her

difficulties in expressing her needs and desires appropriately may have been a function of her

cognitive capacity, rather than a personality disorder. It is important to note that when her

intellectual functioning was addressed in the diagnosis, less emphasis is placed on the features of

a personality disorder. In some cognitively impaired individuals, the inability to appropriately

interact can be seen as a flaw in personality .Regardless, this cognitive limitation, at least

12



recognized by some social workers, nurses, physicians, and her family, should have been

addressed in treatment planning. Modifications in the treatment plan and approach to the

patient's adaptation in the community based on the patient's level of understanding should have

been made. Had these issues been understood, the focus of the treatment team might have been

modified and keeping Ms. Wilkerson in the community more successful.

Her sad death was the product of the treatment team's inability to recognize the degree of

distress this patient was in and their reliance on the theory that her behaviors was based on

manipulation in the service of her dependency needs. Another theory of her behavior is that she

was overwhelmed by her affective symptoms and did not have sufficient interpersonal skills to

make her needs known in an appropriate fashion. Her mother indicated in our conversation that

"Theresa had come to rely on the hospital" for help when she was overwhelmed. Had her

anxiety been more directly treated, an atypical antipsychotic agent used (she asked for one at a

time following her experience with Clozaril) which had fewer side-effects, Ms. Wilker~on might

not have been so desperate on the day of her suicide. Had the entire treatment team understood

the nature of her symptoms and her significant distress which appeared throughout the clinical

record, and had a unified treatment plan based on agreed-upon diagnosis, her untimely death may

have been prevented.

While it is beyond the scope of this review to investigate the organizational response to

caring for patients like Ms. Teresa Wilkerson, it is important to note that her treating physician,

Dr. strongly felt that her needs would have been served better in a higher intensity

treatment setting. He acknowledged, I believe correctly, that one has to work with the services

that are available, What was unfortunate in this case is that there was ho documented ( or

otherwise noted) review of that community placement process after it occurred. The treatment

team seemed to be struggling with a set of circumstances that would have ultimately led to

disaster for this type of patient.

I am also convinced from that telephone interactions with all parties, that the primary goal

13



of the treaters was to help Ms. Wilkerson in her community placement. There was no evidence

from my review of the records, or in speaking to individuals involved in her care that malicious

intent was part of the treatment setting. All individuals spoke as being genuinely concerned

about her care, and Dr.

system reform. Dr.

vas especially interested in being involved in some type of

)tated that he would fax and mail a letter documenting his interest in

refonn of the care of the chronically mentally ill in the community, but as of the submission of

this report, no letter has been received. Should this communication be received, it will be

attached in an addendum to this report.

If there are any questions regarding this report or the conclusions stated herein, please

contact me at the above address.

14 /~~

Ronald J. Koshes, M.D.

March 8, 2002

4





April 24, 2002
705 Hayes Drive
Lynchburg, V A 24502

Jonathan G. Martinis

Managing Attorney
Department of Rights for Virginians with Disabilities
Ninth Street Office Building
202 North 9th Street, 9th Floor
Richmond, V A 23219

RE: Statement for record regarding
DRVD's investigation into the death of
Theresa Wilkerson

Dear Martinis,

What happened to Theresa at the hands of her caregivers at Central Community Services
was carelessness, which amounted to a reckless disregard for her safety and life. From
this report the negligence while she was under the continuing care of CVCS over an
extended period of time was so great it appears to be a conscious violation of her right to
safety .The negligence is more than simple inadvertence, but it is just shy of being
intentionally vile. If one has contracted to take care of another's life as CVCS did in the
case of Theresa, then this negligence is the failure by CVCS staff collectively to actively
pursue the same level of care for Theresa that they would take in relation to their own life
and/or the life of their next of kin.

Two suicide attempts made by Theresa which were known to staff at Central V A
Community Services but not mentioned in the Draft Report of the Department of Rights
for Virginians with Disabilities are as follows: .

.

.

On July 12, 1991, Theresa took an overdose of prescription medication .

Theresa resided at Franklin Manor, an adult care residence from August 27, 1991
through November 12, 1991. While there Teresa left the home and ran in front of a
truck.

Other noteworthy occurrences are as follows:
.While living at 502 Victoria (a home owned an operated by CVCS), Theresa called

911 on April 29, 2000. Police came but could not reach anyone with the CVCS
Census Reduction Program to talk with. .

.On May 11, 2000, Don & Dorothy Wilkerson met with CVCS Management regarding
deficiencies at the home at 502 Victoria Avenue. Such deficiencies included
inadequate staffing and general safety concerns.

.On February 1, 2001, Don & Dorothy Wilkerson met with the Census Reduction
Staff again regarding deficiencies at the home at 502 Victoria A venue. Such
deficiencies included inadequate staffing and general safety concerns.



Investigating and issuing a report on what happened to Theresa is important but what is
more important is what is going to happen as a result of it. Will the CSB assume legal
responsibility for misdiagnosing her for years and for saying "she was looking for
attention" when in fact had they diagnosed her correctly they would have known it came
from her illness. The direct result was negligence on the CSB's part. I want to be sure
that this will never happen to another family again.

Theresa's name should be used throughout the report and in the ~xpert's findings.

Who will be held legally accountable for failing to take appropriate steps to protect

Theresa's life? Will it be?

.

.

Central V A Community Services and/or individual staff members; and/or
The City of Lynchburg and/or the individual members of City Counsel for failing to
install pfdtective fencing on Rivermont Bridge from which Theresa jumped ending
her life but not our hope.

In this regard we must act to prevent similar tragic deaths of persons with mental
disabilities in the greater Lynchburg community .The public has a right to know the
answers.

f

Sincerely,

W. Don Wilkerson
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Augus1lne J. Fag;)n, Exocu\Jvo PlroC1Or
Admlnl6trallon OfflcaQ
224' L.angholT18 Ro~d
Lynd1burg. VA 24501

"'34)847.BO50
FAX (4;)4) B47.60B9

Fox: 804-225-3221 P89IJSI 10

p hono ; Date: 04130/02

Re; Attached Response from CVCSB cc:

D Pl6aaO RKyci.D Urg-nt D Far Rov1ew O Ple3110 CQmmont O PIOnDO Roply

Attonticn: The Jnfomlatlon contalnod In thIs FAX message may be confidontial,
proprlotary, and/or le9ally privileged Infom1ation Intended only for the use of the indivrdu~1 or
ontity "Qmad abovo, If the roador of this message is not the intended recipient, your aro horeby
notiflod that any copyIng or dl65ominatlon or distribution of confidential, proprlotary, or
prjvileged information Is Gtrlctly prohibited. If you have recolvecl thlB communication in orror,
ploase notIfy the sendor immediately by telephone at 434-S47-80S0, ..nd/or marl C.O.C. the
recolved facsimIle to Central Virginia Community SeNlces, Attn: (above sonder), 2241
Langhorne Roi1d, L.ynchburg, VA 24501. Thank you.

p

~
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~
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2241 LANGHOANE ROAD- LYNCHBURG, VA 24501
434-647-8050. TDD 1t434-B47-9062 .FAX 1t434-847.6C99

April 30, 2002

\{r. JQn~\than G. Martinis, Managing Attorney

Department for Rights of\'irginians with Disabi)ities

202 North 9111 Street, 9th Floor

Richnlond. V A 23219

Dcar Mr. Martinis:

I 'lrn faxing to you the rcspo!lSe of Central Virginia Communjry Services to DRVD Cn,t,e

#02-0182. Your letter ofAprilll, 2002 aJlowcd us \Jntil May 1,2002 to submit writtcn

comments on the report. Sjnce t."'c rcport was completed and reviewed by our attorney, J

am scnding it in e[lrlier thun my fa-x of today jndicated.

By this letter. GeniTal Virginia Comm\.mity SeI"ices gives you pernljssion to include

these comments when you pub1lsh nnd make p\.\bJic your finaJ report, irlcluding your

publication on tl1e internet. We ask tl1at names of o\.lr staff, however, be redncted when

publishing on the internet.

Please contact me if you have any question~

Sinccrely,

A AllguStin~

Executive Director

/r

MENTAL HEALTH. MENTAL RETARDATiON. SUBSTANCE ABUSE. PREVENTION
Serving the Cltie6 of Lynchburg and Bedtord and the Counties of Amhersl, Appomattox. Bedford and Campbel



RESPONSE TO DRVJ) INVESTIGA TIO:\: REPORT
DRVD Cn5e #02-0182

IutroductIon

Central Virglnin Community Services rejects rbe finding tbnt it was negligent in

its treatment and care of Theresa Wilkerson, Although neglect is allegeq by the

Dep£\Itn1e11t for Rights ofVirgini'ilns witb Disabiljtie5 (DRVD) in their repon, nothing in

the report of the psychiatrist hired by DR\'D~ Dr. Koshes, indicatcs that her plan of care

met the legaJ definition ofneg1cct. We are advised by legal counscJ that to satisfy that

definition you would have to sbo\v nctllal negliger.ce in providing treatment, i.c.,

treatment that faJls l)e]ow the standard of c.'1re. fr is not,enougb just to a£sert a

disagreement among professionals over what course of treatment should be followed.

Having deAth by suicide 'IS an unexpected outcome; does not establish negligence,

In his report, Dr. Koshes does not alJegc maJpracrice based on his readingoft~e

extensive record afMs. Wilkerson. Three other psychiatrists-Drs. I ,

tU)d -reviewed the same record and found no evidence of neglect or

inappropriate treatment. They found t1Jat the diagnosis Wus appropriate and the treat111ent

pJan was based on that appropriate diagnosis. In a foJlow-up lener to Dr. Koshes from

Dr. 1 who was intcrviewed by telephone by Dr. Kosbes, Dr. stated: "I think

Theresa Wilkerson in my clinical opinion reccived an appropriate level ofcflJe and
monitoring per standard of care. II Dr. ~ letter was not q\joted in Dr. Kosbes'

report.

There is no reference in the report LO the fact that both the Dep:lrtment of Human

Rights and the Office ofLiccnsure conducted a thorough invcstigatian afMs.

WiJkerson's denth by suicide on Seplcmb~r 5, 2001 and issued a repoI1. No abusc,

neglect or violations of any regulations were found by their investigation.

The st~tement in the report that "Ms. Wi1kerson died a preventabJe death," is rasb

and without found~tiDn. Ms. Wilkerson's death was completely unexpected and was

more of fin impuJsive action by a woman will1 a Jong history Df very serious meotaJ

ilJness rather than the resuJt of misdiagnosis and DJ1 inadequate treati11er.t plan that

cuJminated in her death as the investj£ation report contends. As stated, Ms. Wilkerson
\vas properly diagllosed and a treatment pJ2n based on that dingnosis was created and

foJlowed by her direct care 5tDff. To SUppOr1 our position, we present the foJlowing

response.



J./20C, 1.:: ,~

Preliminary Concerns and Observntions

Beforc commenting in dctail on the lJ1vestigation Report regarding the death by

suicide of Theresa Wi1kerson, Central Virginia Community Ser-lices has the foJlowi:lg

concerns and obselvEltions regarding the lnvesligative Report:

2,

3.

The report summ~rizes a seven-month investigation making a number O!~

derailed allegations and observations. Cenrral Virginia Community Services

was given only two weeks to re.;pond to this report. An extension was

requested to E\llow for a more comprcbcnsive rcsponse, This request was

dcnied by the Investigator and Execlltive Director of the Department for

Rights of Virginians with Disabilities (DRVD).

A major-c-oncQm was the failure ofDRVD or their hired psychiatrist, Dr.

Ronnld Koshes, to consult with the Medical Director at Central Virginia

Community Services at the time oftbe suicide, Dr. ..Dr.

WrlS very well acqu~intcd with Ma. WiJkerson Md provided critical

infol1l1ation for our respollSe. Dr. Koshes called aJ1d asked that Dr. .-

contact him. Dr. -cnJled him back and Itft a. message for Dr. Koshes to

return the caJI. Dr. Koshes completed his report without making contact with

Dr. '., thus Jeaving out of his report a critic a 1 source of infon11ation in the

dingnosing and treating ofMs. Wilkerson. We can only conclude that Dr.

Koshes bad a dead]ine imposed by the DRVD that did not allow time for him

to conduct a telephone interview with Dr. ..Certainly, in a matter of th:s

importance, sufficient time should have been given to Dr. Koshes to conducT a

complete invcstigJtion involving, at a minimum) an interview with the

Medical Director Psychiatrist at Central Virgillia Community Services. In

addition, the failure to interview Dr. leads us to believe that there was

an assumption by the investigators that there was neglect in care and tbc

il1vestigl\tioD sought to prove neglect rather than take adequate time to gain

import.'\nt infoTTIlation by interviewing the Medica! Dircctor who knew Ms.

Wilkerson welJ.

The ding11osis and prescribiJ)g or medications for peopJe with serious mental

illness is not an exact science and it is not unusual for psychiatrists to differ

from other psychiatrists in aITiving at a diagnosis, and to prescribe differing

combinations ofmedicalions to trcat symptorr.s. The; psychiatrist for Central

Virginia Community Services diagnosed and prescribed medications based on

a face-to-face eva]uation of Ms. Wilktrbon and \vith the current observations

of those who cared for her on a daily basis. The conclusions ofthc DRVD
psychiatrist, Dr. Kosbes, were reached by a review of the written rccord only.

His conclusive findings of improper diagJ1osis and prescribing ofmcdications

by our direct care physicians do DOt take into account this scrious

disadvantage he wa.c; working under.



4.

5

6.

DRVD's response complimented staff for their caring but made it sound like

they were kind but not very competellt. Nothing could be further from the

trtlth. In addition to beu1g caring and very concerned about the welfare ofMs.

Wilkerson, both staff members have oyer seven years of experience working

with people with serious mcntal illness. Even "I\Ifr. Jonathan Ntartinis,

MMaging At1omey for DR VD, commented to the Executive Director of

Cenrral Virginia Commtmity Services during the interview with him In

Richmond that be was impressed with how well this agency was able to retain

competen~ staff in these positions. l-Ie felt we were a.model for other CSBs in

this regard and stated that he wou]d like to visit and talk with us about

strt\t6gies for retaining direct care staff in these key positions for the long

term. Mr. Martinis repe~ted these sentiments to our D~artnlent Director of

Adult and family Services when he interviewed her.

The report "eoms clear in the belief that Ms. Wilkerson should have been

treated in a state mental health facl1ity and llOt in the commlmity. However,

Ms. Wilkerson did not meet criteria for long telTl1 treatment in a hospital

setting. This was collfirmed each time she was assessr;d for hospitalization at

the emergency room. When she was hospitalized in January 2001 at Catawba

Hospital, tbe admitting staff at Catawba did not see a need for ithat .

hospitalization and she was discharged back to the comm1Jnity. Her voluntary

treatment plan in tbe com~unity was Implemented by 3 very intensive

tres.trrient pIan thro~gh the Census Reduction Project.

Our review ofMs.Wi)keisori's record leads us to agree that in our

doc~mentation we omitted disc1.lssion of the various diagnoses tbac would

shed J.ight on reason.s for our treatment plan responses. We "IS0 agree that we

cauJd improve the extent to which we describe the decisions about diagnosis

and tTeatment plalming Ul the chart. We further agree that in the progress

notes we could provide more extensive documentation regarding what was

meant by frequently used tenns sl.lch as ..baseline" alld '"stable'. to describe the

consumer's behavior.

Response to Key Elements In Report

In the SurnrnaIy of Findings on pnge 1 of the report, the investigator stAtes the.

basis for his conch\sion that Ms. Wilkerson died a prcvcntable dcatl] as fo11ows:

In particular, the failure of Ms. Wilkerso11 's commullity service and health

care workers to recognize and treat her Schizoajfective Disorder and

CVCSB's determination that Ms. T¥ilker.son IS behaviors were false and

manipulative, raTher tha/1 .\)'mptoms of her Schizoaffective Disorder.

resulted in a foilure (0 create and/or inlpleJnent an appropriate treatment

plan.

the i!ttre ...to reco iveResponse to Part I: II,
D ;""",1",.. I" "

~1.for"jer. ..

3
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Our ~t8ff did !\C ress and res on on a ail sis to the s to & of

Me. Wilkergon's iJ)ne~s. She had an active treatn1cnt plan that

recognized 1lQ1!1 the Schizoaffective Disorder diagnosed at Soutbem

Virginia Mental Health fnstitUte fInd the other working diagnosis of

Schizophrenia, Para.noidtype, given to her at Catawba Hospital. In the

opinion ofour psychiatrist9, Ms. Wilkerson did not meet the consistent

Qffective component of the Schizoaffective Disorder, Bipolar Type

diagnosjs on aJ) ou~"patient basis. She clearly did not meet criteria for

mw1ia. Her deprcssive symptoms were. short lived and resulted in

imp1Jlsive rather than co1l5istent periods of de.pression Jasting for at

least two weeks.

.

It may be argued that an individua] in £1 State Hospital may exhibit

more symptoms of d~pression and restless mood) which may be

interpreted by inpatient staff as schizoaffective. In the community the

individual is not in a locked w1it, has more choices, is less subservient

to staff demands, and can act on impulsive thoughts. We did have

differ~nces of diagl1ostic impressions throughout Ms. Wilkerson's

mental health record of over 42 years. It is not surprising that over

such a period of time, when there is more than onc treating physician,

there may well be more thnn one opinion.

. Ms. Wi1kerson was being treated with the highe.st~t;!T1Q~rds of

t?rQfusiona care avCli1nble in our commun:tv. I-Ier S}7l1ptOIl1S of

mental illness were considered to be serious and true reflections ofan

illness that had been treated for 42 years in the various diagnoses in

the schizophrenic spectrum. Thes~ included the discharge diagnosis

from Southern Virginia Menta] Health Instirute of Schizoaffective

Disorder and the discharge diag11osis from Catawba Hospital in

Jf\nuary, 2001 ofScbizopb.renia.

The primary reason that Ms. Wilkerson was accepted into the Census

Reduction project and approved by the Department of Mental Health,

Ment~l Retardation. and Substance Abuse Services for a community

placement plan costing nearly $100,000 was that the Department of

MentDl Health, State Hospital staff, Census Reduction Project staff,

and CVCS Mental Health staff 011 agreed that her illness, which had

rebulted in a high number of in-patient Qospital bed days, required an

intense level of cQre and supervisIon in the community setting. We

agreed to djrect this special funding and assign staff very experienc~d

in comprehensive wrap-aro\.md selvices to meet the services nceds of

this individual who voluntarily entered this program. Otherwise, she

would have continued her pattern of rotating in and out of State

Hospitals and into AduJt I-Iome p)llcements in our catckunent area

which do not have tr~ined menta) bealth professionaJs on staff.
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Response to Part II: ,. .., C~/CSB's delerrninalion that Ms. T¥ilkeJ~son's

behaviors werefalse and monipulatil)e, I'ather than symptoln.~ of her
Schtzoaffective Disorder. resulted in a failure 10 create and/or implement
an appropriate frealmenl plan. "

The record indicates that our as~chi()tri~t~ anQ otb~r direct care staff
did res ond o er somatic cam Jaints her" toms of anxiet and

her refJuests for a!YEical medications. She was treated with atypical

medications, Selective Serotonin Reuptake Inhibitors (SSRJs), and

anti-anxiety medication. Our staff was very wel] aware of the

seriousIlcSS of her mental illness and implemented a treatment p]an

that addressed the cornpon~nts ofher meJ1tal illness.

,

. CVCSB 'a psychiatrists are in agreement that we did in fact pay very

close attention to tl1e signs and symptoms ofMs. Wilkerson's men~l

illness, and thnt the effectiveness of the medication, Clozaril, in

treating Ms. Wilkerson confirmed the diagnosis of Schizophrenia.

This medication resulted in her most positive response for the ]ongcst

period of time. The sad fact is that she was unab]e to be cornp]iant
with the blood draws required while on Ctozaril and this medication
had to be discontinued. She was also tried on Risperdol and Zyprexa.

An iI\iectable form of Haldol had to be given due to non-compliance

with other medicatjons ofcboice for Schizophrenia. The medication

regimen did not dif1er from episodes of care when t]:]e primary

diagnosis was schizoaffective disorder.

. We did not feel that Ms. Wilkerson met the full criteria for Borderline

Personalit~ Disorder as she did not self-mutilate and did not make

repeated suicide attempts. We do believe that she did possess ~ of

borderline personality disorder, w])ich may have similar symptoms as

Schizoaffective Disorder, and the treatment plan responded to those

traits.

It is ve~ coml"on for Mental Health cQnstlmere to carry various

dingnosesover an extended Qeriod of troatnicnt. All of the diagnoses

listed were appropriate at the point in time her presenting symptoms

were evaluated. Ms. Wilkerson's diagnosis changed within the broad

spectrum of Schjzoaffective Disorder and Schizophrenia from or:e

hospitalization to another and reflected tlle seriousness of her illness.

The tr~Btment plan and response to her svm[:!toms inc!ud~

are of the entire his or 0' .1 nt for Ms. Wilke son.

at hat Ms.

WI erson' oms were faJso. We treated her on a daily basis

with a highly intensive level ofstntTintervention on an out-patient

basis. We consjdered care'fu1Jy her rcquests for cha!lges in
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medications and place of residence. Treatment staff respondcd

appropriately to her requests alld also helped her consider a variety of

options in her voluntary treat1'!1ent.

. Profes ion s o[ber th, t'\ our ow tre tmen. s f heI e t ermine

a~~roQriattj.Te~tmcnt. including medications needed. While she was

being treated in the community-based Census Red\.lction Project. she

had only one admission to a state hospital and that was in Ja.n\Jary

200 I. She was o.dl11itted to Catawba Hespital at that timc. As

previousJy noted, the admitting staff at C~tawba did not see a need for

that hospitalization and discharged her back to the community- Ba.~ed

on tlleir evaluation, they discontinued her anti-depressant before

discharge. At e~ch ofher many visits to the Emergency Room, Ms.

WiJkerson was evaluated by Medica] and Mental Hea.lth Staff

empJoyed by CentJ-a Hea]th. During these times, Ma. Wilkerson was

given a thorough a$sessrnent for" higher leve] ofcare. However,
based on her pre~enting symptoms, most ofher ER visits resulted in

re.t1Jrning to her community placement. She was admitted to inpatient

c'1re whenever she met the criteria for hospitalization.

.

oms.

The treatment an pJacement p an ofered Intense Super'l'lSlOn In a Jeast

restrictive il1dependcnt living situation tJ1at was very much in keeping

with her diagnosis.

As required of treatment plans developed for participants in the Census
Reduction Project, our treatment plans were entered in the record,
signed by the COnSl\mer, and QPproved by th~ Department ofMental
Health. Mental bealth professionals at ihe state hospitals treating Ms.
WilkersoJ'1 were also ill agreement with the treatment plans through the

discharge planning process.

.

Response to report's contention that Ms. WtJkcrson had "cognitive
tmpnirn1ent" (Dr. Kosbes report', page 3, Inveetigator's report, page 3) or mental

retllrdatlon that was not considered in her treatment.

The Wilkerson parent:.~ were ttnderstandabJy very active in their pursuit

of more funding to serve their daughters. As part of this effort, they

h£\d them evaluated for possible mental retardation which wou~d make

them e]igibJe for Medicaid Waiver Funding. On January 131 1995,
Ms. Wi]kerson was eva]uated by the Division Director for Menta]

Retardation Service~, .for eJigibiJity. Ms. concluded

that mental retardation \vas not an Appropriate diagnosis based on

evidence that inc]uded the fol]owing:

.

6
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2.

Evidence in the record of recei"ing a high scbool diploma
where she ranked 329 of 61 S in her high school class.
She attended Pbillips Business College and focused on Key
Punch Operations. She worked as a Key Punch Operator for

one year.
She never participated in spec;ial education classes in school.
She graduated high school with a grade point average of 85.22.

3.

4.

Based on the above information, it would not have been appropriate to
include consideration ofmental retardation or cognitive impaim1ent in

Ma. Wilkerson'9 treatment plan.

.

The WiJkersons were then very vocal in their attempts to get additional
funding for persot)s \vitb mental iJlness in institutions that matched the
funding i\vaiJabte to ad\.1lts with mental retardation. They were in
agreement that bath of their da.ughterswere eligible for Mental Health
Census Red\.lction funding when this funding became available.

.

Response to "Chronology of Events from AprlJ 20DO -Au~~t 2.0~1

e c e .0 tio sinc ude iri'..the:DR re 0 et: .hl elec ive
, e "o si ;'i JCc. iriti"nna .on:':Ofpartic1.J1ar".coricemwas the

omissiori !'of reveal no"; ",'" c .4 .""""' r' .4'
indications of ber"beirig.suicidal:Ay~~']oJ'reporting no sYJriptoms;

~, VIsIt ,w~th parents that went well, where they discussed her

~~

problema.\

.

. I~ thi~ se~tionl thenllmerous c~lls that M&,-Wilkers-onmade to 91l

and then chattingwi th the staffwithoi\tpre~~n~t.i~opc.~'f;~-~,no~ -,
symptoms of qepr~ssi op or,medical issuesi~ It is clear that no staff of

"',c.,c" "c,.""'" ""1'-".'.'i'~~"'\1".."'".
91] I police;r of. djrect"Me~tal Health:staff iiiteffeiedwith h~ right to

call emergencypersoM:~lheiself:
cnre staff tl1at on"the.; day of her deathshe"was,,~gain g~~pg across the

bridge to cal1911as was her histor)"and p.ai1ern"ofbeb~yior; The, " " , .c '"cc'."..'i-","-
staff mem her was so convinced tb.at she c.a1 I ed the Emergency Room

tainfamistaffrhere thatTberesawa& boaded,tciwardtherestailrant on

th'e"'~.ih-erslde of the bridge'tocill an, -
emorgency mC1'ltaJ healtb evaluation.

;~c"'-
i~
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Conclu~lon

We fceJ we have addressed the major elements of tho Investigation Rcport sent to
us by DRVD. I-Iowever, we again express o\.lr coDcem that we were not given sufficient

time to provide a mare comprehensive response.

As noted in our Introduction, CentrnJ Virginia Community Services rejects the
finding that it was negligent in any way in its treatI11ent and care of Theresa Wilkerson.
On the contrary, Ms, Wilkerson received a high quality and intense amount of services
from very wen prepared, professional staff during the period ofher stay in our
community. Her individual treatment plan was based on her current diagnosis and
reflected both her diagnosis and presenti1)g needs. As a result ofher treatment and tbe
caring approach of those staff members working wi th her, Ms. Wilkerson was abl e to
enjoy a higher quality of life In her home community than couJd ever be realized in an

institution~l setting. Sadly for her, her family, C\11d for her caregivers, this bigher quality
of life can'e to an end with her unexpected and tragic death by suicide on Sunday
aftemoon,Aug\ist 26,200 I, .

Submincd byl.c' ,
..

Au. ne J. , D1rcctor

cC,en~l¥ ~ i!"gi,,~i~Q.~~m~~ i .,~~...,~:~'f:1J.ges
2241 Langhorne Road, ..c ,"
Lynchburg, Virginia 2450 ]
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